State of Health Care in the US
Many feel that the impending acceleration of global warming is the greatest threat that our species has ever faced. Less arguable but already having an impact is a drastic climate change in health care. Not only is it shaking up health care delivery and insurance, but its effects are visible on the education, training, certification, and accreditation systems of physicians and other health care professionals and organizations throughout the US.
The US public is increasingly questioning medical care. Well-publicized cases of poor quality of care, wide variations in practice, embarrassing failures to achieve good patient outcomes (such as routine preventive care, hypertension control, management of chronic disease, and prevention of postsurgical infections), 1 escalating health care costs, 2 and interactions between physicians and commercial entities 3 have led to increasing public outcry and legislative scrutiny.
It seems as if Mother Nature's vengeance is palpable already.
In 2001, the Institute of Medicine described US health care in crisis, with 30-40% of patients not getting evidence-based care and with 25% of the care delivered not needed or actually harmful to patients. 4 Evidence demonstrates overuse, underuse, and misuse, even in situations with appropriate access to care. [5] [6] [7] A whole alphabet soup of health care-related organizations and groups has been trying to develop better methods of oversight in their areas of control.
Fortunately, all those groups are also now aligning around the common goal of improving patient care and protecting the public through a focus on performance assessment and improvement. They are creating systems that actually support each other rather than generate differing and sometimes bewildering requirements.
Realistically, physicians are only one part of the problem, and that means that we're only one part of the solution. The systems and environments in which we practice, access to care, other health care professionals, and patients themselves play significant roles, too. But the challenge for us as physicians is to see how our role is changing and how the "be all and end all" is "Quality" of care (with a capital Q).
There are many factors driving up the Quality of care, and these include respected quality constructs (such as, Plan-Do-Study-Act and Six Sigma), 8 electronic health records (such as, Kaiser Permanente HealthConnect), clinical decision support systems, public reporting, and pay for performance. There is also a relatively new construct called Continuous Professional Development. Think of it as Continuing Medical Education (CME) Version 2.0. indirectly, the ACCME accredits organizations that offer CME activities for AMA PRA Category 1 Credit. Whereas the credit system was developed and is maintained by the American Medical Association (AMA), 10 the ACCME identifies, develops, and promotes standards for accredited CME providers nationwide who in turn offer CME activities to physicians.
11 Just as medicine evolves over time, so have these standards.
The most recent CME standards, released in September 2006, explicitly require that CME activities support improvements in the Quality of care. Key components of the 2006 Accreditation Criteria require that CME activities relate to the actual scope of practice of physicians, narrow the differences between current practice and best practice, use formats that will meet the desired results, use evidence-based content, and are independent from commercial influence. 12 Acceptable outcome measurements for CME activities focus on changes in physicians' skills or abilities, actual performance on the job, or patient outcomes ( Table 2) .
The necessary skill set of physicians includes more than just clinical knowledge. Therefore, the content of CME must also address more than merely knowledge and include communication, working in teams and systems, use of information technology, patient-centered care, professionalism, commitment to lifelong learning and quality improvement, among other key attributes identified from health care organizations and professional societies. These competencies largely derive from those defined by the Institute of Medicine, the Accreditation Council for Graduate Medical Education, and the American Board of Medical Specialties. 13 Essentially all these organizations are coming to closer agreement on what defines a quality and qualified practicing physician (Table 3) .
Conventional CME has often been stand-alone lectures to large, diverse audiences featuring experts of national reputation flown in from far away delivering essentially canned presentations. New and improved models of CME are emerging to meet the different needs and learning styles of today's physicians and health care system. CME is increasingly taking on new forms. Some examples of this include "just-in-time learning" in the work setting or online (eg, Internet Point of Care CME activities, Committee Learning CME Activities); problem-based, team and systems learning and change (eg, Performance Improvement CME Activities); and multi-interventional, experiential, and/or self-assessed curricula around particularly complex areas of practice.
How effective CME is at improving patient care is a longstanding question that still cannot be accurately answered. The limited evidence to date (almost exclusively based on conventional lecture formats) does show that CME can be effective in changing physician knowledge and performance. 14, 15 But not all CME is created equal. Compared to older standards, the 2006 CME criteria help ensure that CME activities are not only more effective, but also more strategically important to physicians, health-related organizations and the public (ie, our patients).
16 CME is no longer only about "getting credit." Today's CME is a means to an end-not the end in itself.
At its best, CME is a change agent. And a powerful one at that-partly because its credits are still of value to physicians and other health care professionals.
You're probably now wondering what happened to the idea that CME is something that I need to do to maintain my medical license and prepare for my Board recertification. Why is CME so "difficult" now when that's really all I want from it?
New Face of Board Recertification and License Renewal
The answer lies in the fact that maintaining Board certification and a medical license is no longer an episodic event every so many years. Like CME, the American Board of Medical Specialties (ABMS) and the Federation of State Medical Boards (FSMB) (who set the 
are putting a new face on these processes, and in doing so they are taking a different view of CME and CME credits. They aren't far along in making the changes, but the winds have definitely shifted.
Maintenance of Certification (MOC) is a relatively new approach to Board certification. The ABMS, which is the umbrella organization governing all 24 recognized specialty Boards, has implemented a universal policy of time-limited certificates (no more lifetime certification!) and a process for maintenance of certification (ie, continuous process), rather than recertification (ie, one-time process). The biggest change is that instead of just having to get a certain number of CME credits and pass a test every 7-10 years, now there are additional requirements. 17 The ABMS and all their Member Boards have agreed to an expanded 4-part MOC process (Table 4) .
Yes, there is still an exam to take and CME activities to do, but there is more. Each of these four components is required for all Boards, though each Board gets to set its own process for how MOC will be implemented, and some are further along in this process than others. ABMS and the individual Boards might be prescriptive in terms of which CME activities will count, requiring that they be relevant to your specialty and perhaps even considering the role of commercial support and the relationships that the individuals involved have with commercial interests.
The Permanente Federation and the various Permanente Medical Groups are working together and with the ABMS and its Member Boards to support Permanente physicians in this process. 18, 19 Most notably, the National (Permanente Federation) and Regional CME offices are in various stages of gaining approval for physicians to use organizational quality-improvement projects in which they are already participating as their Part IV MOC. Board-approved Part II MOC activities are also being developed and offered within the organization. These efforts should drastically reduce the cost, time, and hassle otherwise typically encountered by individual physicians and outside practices struggling to meet MOC.
Maintenance of Licensure (MOL) is governed by the FSMB. The goal is to protect the public by licensing physicians who can demonstrate that they provide good care. Unfortunately, this has been difficult to assess in the absence of litigation or criminal proceedings. CME has been used as a "surrogate" marker for "competence" by many states that require it for licensure. However, as long ago as 2002, the FSMB realized that CME credit alone may be unrelated to a physicians' competence or actual practice. Even so, they have struggled to find other ways to assess physicians.
In late 2010, the FSMB released a recommendation for all state licensing boards to adopt requirements similar to those required for MOC, 20 including participating in CME, a proctored exam, and performance improvement (Table 5 ). They also recommended that this be a 5-year cycle, and that all 70 state licensing medical and osteopathic boards adopt this within 10 years. Although this is voluntary, some states have already started implementing the requirements, and as more states adopt this policy, it will create momentum for all states to adopt. The California Board of Osteopathic Medicine has already started implementing these requirements; however, the Medical Board of California has not. Presumably, if your state has adopted these standards, they have or will notify you, but you can also check with them directly as this is a moving target.
For those physicians who are either "grandfathered in" to specialty Board certification or do not wish or need to maintain their Board certification, the MOL requirements will likely catch up with them because they still need to maintain their medical license.
So either way you cut it, practicing physicians will need to participate in an ongoing process of continuous professional development and assessment, exemplified by 
MOC and/or MOL. And-if all goes according to planthe similarities between the two systems are going to be many, and the role of CME is going to be critical.
Alignment between Continuing
Medical Education, Maintenance of Certification, and Maintenance of Licensure
Recognizing that CME activities that are unrelated to a physician's actual practice does not support the vision for MOC, the ABMS has implemented a policy that only CME related to the physician's own practice can be used to meet the CME requirements for MOC. The FSMB has endorsed a similar principle for MOL. Luckily, because CME standards now require that activities be directed at the actual or desired scope of practice, it is much easier to demonstrate this if CME activities are chosen deliberately.
It is a fundamental truth that all physicians strive to provide great care.
A goal to be mediocre does not lead to success in medical school or residency. CME is changing to provide information and tools to help physicians provide that great care. With medical information changing so rapidly and the delivery of care changing (use of technology, informatics, team based care, etc), it is difficult for physicians to keep up with advances in their own fields.
Learning about other specialties might support a more "well-rounded" physician and be of interest to some physicians; however, given the limitation of time and monetary resources for CME, the questions are: Is it better spent on topics that are of interest but limited practical use, or instead spent on CME that will help support that great care we all want to provide? If Board certification denotes competence in that specialty and medical licensure denotes being a qualified physician, then shouldn't CME that is used to support certification and licensure be related to what we actually do within the specific scope of our practice or job?
As primary care physicians, for example, the authors may be interested in the technique of hip replacement surgery, but for our practice-and our patients-what we really need to know is how to evaluate hip pain, how to manage it and prevent it getting worse, and how to know when to refer to an orthopedist about potential replacement or other interventions. Even physicians eventually become patients. So, as patients, if we ever end up on an operating table for that hip replacement (and we hope we don't), we would want our surgeons to use their CME resources to learn about how to improve surgical and postsurgical outcomes, rather than about the latest controversy on breast cancer screening or the history of medicine in the 20th century.
Continuous Professional Development
Continuous Professional Development is the latest buzz. 21 As we mentioned, some say it is CME Version 2.0 (Table 6 ). Whether or not you subscribe to that, continuous professional development and assessment are the basis of new faces of CME, MOC, and MOL.
In today's world and going forward, physicians have more and more choices for CME opportunities, and accredited organizations that provide CME are responsible, under current CME standards, for creating activities that actually make a difference in practice.
When physicians expect and select CME activities to specifically help their practices (with content related to scope of practice, addressing actual care gaps, with tools and strategies to be able to apply the information based on the best and unbiased evidence), the entire health care system in the US will reap the benefits. Physicians will be poised for success in MOC and MOL, and patients will experience improved Quality of care (remember, with a capital "Q").
We should demand nothing less! And who knows? We might just come out of this climate change and realize that we have actually supported our fundamental desire as physicians to provide great care. v 
